5/5/2004 3:15

ATTENDING DENTIST'S STATEMENT
See Reverse Side For Claim Filing Instructions
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The Christian Brothers

CHECK ONE:

[J DENTIST'S PRE-TREATMENT ESTIMATE
[J] DENTIST'S STATEMENT OF ACTUAL SERVICES

Employee Benefit Trust

1205 Windham Parkway

Employee Statement Romeoville, Hiinois 60446-1694

1. Patem Name 2. Relationship 10 Emplayee 3. Sex 4. Pateri Bithdala 5 i Full-Time Studeat

Seit} Spousa ! Child | Other MIF 0.1 Day I Year Sichool City

i [ i i
6 Employee Nama: First Mddle Last 7. Emplovee 5.5 Ne 9. Localion Nymber
8 Employee Mailing Address 10 Empioyer {Company) Name and Address
City State Zip City State Zip
11. Is Employee 12, Spouse's Name and Birthdate 13. I3 spouse e?\oyed’ 14, If "Yes", give name, address, and telephone no. of spouse's employer
Single (] Marnee O Mo ! Day Yes[~ Mo

103y [Year
Divorced [ Widowed O HE

=

15 Patient covered by another Plan of Benefits? Oental Plan Name Name and Address of Carsier

Medical Yes[] No.J

If "Yes”, grve name of Person

Group Ne.
carrying the other coverage

Denial Yes[] No )

1 have reviewed the following reatment pian. | authorize release of any informatien relating 1o thes claim | hergby authgnze payment duceily 1o the below named deniist g the Cental Benetis otherwise payabie 1o me.

Signed {Patient or Parent if Minor}, Date Signed ) Date
Attending Dentist's Statement

16. Dentist Nams 24 Is traalmant resull No | Yes | Yes, enter briof descriphon and dates.
of ocoupalional
HNess o injury?

17. Mailing Address 25, Istrzatment result
of auta accident?

26. Onher accident?
Cuy““ S 2ip 2T Are any senices
covered by
anather glan?

18. Dentist Soc. Sec. or TIN. 19, Dentist License No. 20. Denbst Phone Ne. 28, if prosthesis. 15 {if No, reason {or replacement) 29 Dare of prior
thos first placemant placement
of any typs?

21. Frst VisitDale 22 Place of Treatment 23. Radographs o Na | Yas | How 30. Is freatment for

Current Series  Office | Hogp.§ ECF § (iher Models Enclosed? Many” Orhodontics?
; i i of any type?
Igentify missing leeth witk *%" 31. Examination and Treaiment Plan - List in order from Tooth Ne. 1 through Tooth No. 32 - Use charling syslem shown
FOR
Tooth Descripton of Service Date Serice ADMINISTRAT IVE
for Surf: - Ravs Y Perormegd Procedure E
o urface (Including X-Rays, Pr?.l::’r:;\ams matenals used. o ) Mo Day vear Number ee USE ONLY
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2. Remarks or unusual services " - T S T
This is an estimate only, based on the patient’s current. eligibility and FEE .
3 . TR . .
bensfits. Actual banalits payable will depend on eligibility of the patient and | SHARGED N
11{1; amount of remaining benems_ when the claim is submitted for payment. l§ cuered crarges
is coverage is subject 10 cocrdination with other insurance. Less Deductbie
@ %
By: Date
e I R i ——— @ Y-

| hereby cenity that the procedures as indicated by date have been mmpiefg and (hal the Tees submiied are the actual Tees ! hava @ o

charged and intend o collect for those procedures "

*

Signed (Dentist) Date Total Estimaied Beogfas

LT e
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Use This Form for Both The standard computerized dental form
Employee and Dependent Claims may be used in lieu of this form.

INSTRUCTIONS TO THE EMPLOYEE

1. Complete Questiens 1 through 15 on the reverse side. Have Patient’s Dentist complete Questions 16
through 31.

2. If charges exceed $200.00, a treatment plan must be submitted prior to continuation of treatment.

INSTRUCTIONS TO THE DENTIST

For Charges LESS THAN $200.00 1.  Show the date the work was gompleted for each service and
the corresponding fee. :

2. Retain a copy for your files and ferward the original to us.

For Charges EXCEEDING $200.00 1. Prior to the continuation of non-emergency treatment, describe
procedures necessary to fully complete the treatment plan.
State your fees, enclose x-rays (these will be returned to you)
and return the form to The Christian Brothers Employee
Benefit Trust (address below). Keep a copy for your records.

2. The amount payable per procedure will be predetermined and
a copy of this form will then be returned to you.

3. After the work is completed, enter the dates that the service
was completed and return this form to us. Retain a copy for
your files.

NOTICE! The predetermined benefits apply only to expenses incurred while the employee’s coverage is in force.

Please mail completed form to: The Christian Brothers Employee Benefit Trust
' 1205 Windham Parkway
Romeoville, lllinois 60446-1694
Phone: 630-378-2900 m Toll-Free: 800-807-0400





